Less correctly filled items were: Airway (7.7% incorrect), ASA status (5.8%) and Anaesthetic technique (5.4%). We found that incorrect data in the presence of resident was significantly lower compared to anaesthesiologist only (11.7% vs. 23.2%; p Ͻ 0.001). Procedures taking more than 1 hour had less incorrect data than those taking less than 1 hour (8.2% vs. 12.0%; p Ͻ 0.001). Procedures under general anaesthesia had less incorrect data than those under regional anaesthesia (8.4% vs. 14.6%; p Ͻ 0.001). Urgent procedures had less incorrect data than elective procedures (12.5% vs. 15.8%; p Ͻ 0.001).
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Single-dose parenteral pharmacological interventions for the prevention of postoperative shivering -a quantitative systematic review of randomised controlled trials P. Kranke, L. Eberhart, N. Roewer, M. Tramèr
Department of Anaesthesiology, University of Würzburg, Würzburg, Germany
Background and Goal of Study: Shivering is a frequent complication in the postoperative period. The relative efficacy of pharmacological interventions to prevent this phenomenon is not well understood. Materials and Methods: We performed a systematic search for full reports of randomised comparisons of prophylactic, parenteral, single-dose, antishivering interventions with inactive control (placebo or no treatment). Dichotomous data on absence of shivering were analyzed using relative risk (RR) and number-needed-to-treat (NNT) with 95% confidence interval (CI). Results and Discussions: Data from 27 trials (1,348 adults received an anti-shivering intervention, 931 were controls) were analysed. The average incidence of shivering in controls was 52%. Clonidine 65-300 g (1,078 patients), meperidine 12.5-35 mg (250), tramadol 35-220 mg (250), and nefopam 6.5-11 mg (204) were tested in at least three trials each. Each was more effective than control; for clonidine, meperidine, and nefopam, there was some weak evidence of dose-responsiveness. For low-dose clonidine (65-110 g), RR for the prevention of shivering compared with control was 1.32 (95% CI, 1.16 to 1.51), for medium-dose (140-150 g), RR was 1.83 (95% CI, 1.47 to 2.27), and for high-dose (220-300 g), RR was 1.52 (95% CI, 1.30 to 1.78); the NNT for all clonidine regimens combined was 3.5. For all meperidine regimens combined, RR was 1.65 (95% CI, 1.38 to 1.97), NNT 3. For all tramadol regimens combined, RR was 1.93 (95% CI, 1.56 to 2.39), NNT 2.2. For all nefopam regimens combined, RR was 2.62 (95% CI, 2.02 to 3.40), NNT 1.7. There were not enough data for methylphenidate, midazolam, dolasetron, ondansetron, physostigmine, urapidil, and flumazenil to draw meaningful conclusions. Conclusion: In a population at a particularly high risk of postoperative shivering, less than four patients need to receive prophylactic clonidine for one not to shiver who would have done so had they not received clonidine. Other interventions may be more efficacious but are less well documented.
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Evaluation of preoperative electrocardiography of patients older than 55 years of age in the year of 2000-2001 in a hospital of orthopedic center
Department of Anesthesia, Shiraz University of Medical Sciences, Shiraz, Iran
Background and Goal of Study: Electrocardiography has been recommended in the assessment of patients before operations to identify those at high risk of intraoperative and postoperative illness and death. In addition, it can provide a baseline tracing for comparison, if necessary, with a postoperative electrocardiogram (ECG). A 12 lead-ECG has been recommended for adult patients before various operations, as well as in adult patients on general hospital admission. However, opinion differs widely on specific guidelines for ordering this test in such patients. The key issue centers on whether the ECG should be ordered routinely or reserved for selected groups of patients.
Materials and Methods:
The study was conducted at an orthopedic hospital center. In this retrospective, descriptive investigation, we evaluated the ECG of all patients more than fifty-five years of age that were scheduled for orthopedic operation because of different types of fractures. During a one year period, April 1, 2000 to April 1, 2001. These criteria were met by 286 patients. ECGs were coded with the use of the Minnesota code by the cardiologists. This code was used because it has been used in studies screening for heart and coronary artery diseases. The Minnesota code, classifies certain abnormalities, such as, Q wave, the ST segment and T wave according to severity, while for left axis deviation, atrial fibrillation, … . Accounts for their presence. Results and Discussions: The preoperative ECG was normal for 46.8% (134/286) and abnormal for 53.2% (152/286) of the study population. The most common abnormalities were T waves and ST-segment abnormalities. Axis deviation and Q wave abnormality were the next common findings. Conclusion(s): Some guidelines for ordering an ECG in adult patients is recommended: (1) ECG is not routinely indicated before non cardiac surgery.
(2) Clinical judgement should guide the ordering of an ECG preoperatively.
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Abdominal aortic aneurysm repair: can surgical technique influence outcome and cost?
A. Sabaté, C. Gómez-Vaquero, M. Cairols, R. Vila, M. Mercadal, M. Serra, P. Carrillo, E. Jaurrieta
Department of Anestesiologia, Reanimació i terapèutica del dol, Hospital Universitari de Bellvitge, Hospitalet de Llobregat, Spain
Background and Goal of Study: Abdominal aortic aneurysm (AAA) repair is one of most challenge surgeries for both surgeon and anaesthesiologist. Our hypothesis is that aortic endograft (AE), a less invasive but more expensive procedure, should be indicated in those patients at high risk of postoperative complication when performed in an open repair technique (OA). The aim of our study was to evaluate cost-efficiency of AE when compared to OA. Material and Methods: 50 consecutive patients in whom a non-ruptured AAA was diagnosed were scheduled to one of two procedures (AE or OA) depending on surgeon decision. Coexisting diseases were specifically defined; co-morbidity was found in all patients. We applied the same anaesthetic protocol, which included first operative day in a High Dependency Unit. Patients were moved to ICU or ward the followed day. We have calculated cost from hospitalisation (OR, HDU, ICU, ward), from graft and from complementary explorations. The cost of one day-ward (dw) was chosen to refer all calculated costs. Values are expressed as median and range. Non parametric tests were applied. Results and Discussion: There were not differences in demographic and risk data. 10 Evidence-based practice and quality assurance
